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Introduction
Jamaica is a developing country that has an estimated population of 2.7 million people, of whom 49% are males and almost 11% are aged 60 years or older. 1 Life expectancy for males in Jamaica in 1879-1882 was 37.02 years and 39.80 years for females, and in 2002-2004 male life expectancy had risen to 71.26 years and 77.07 years for females. This is clearly an indicator of demographic aging. 1 Despite females living longer on average than males, men continue to report less illness than women. 2, 3 The increased life expectancy for both genders is a result of improved sanitation, water quality, public health intervention, and deliverables in the health care sector. In spite of the aforementioned variables accounting for increased life expectancy of men and women, health care utilization by men has always been less than by women. Thus, health care utilization is a feminized phenomenon, 3 and this is equally so among middle-aged and older men.
Jamaica's health system is well supported to meet the needs of the medical services of its society. The health sector of Jamaica is organized into privately and publicly owned institutions. Most of the health care institutions offering ambulatory care are privately owned. Private sector health services are provided through an extensive network of professionals offering specialist services, and by family doctors throughout the island. A number of nongovernmental organizations provide health services for a nominal fee. 2 The hospitals and the preventive institutions are mainly in the public sector. "The health system offers primary, secondary, and tertiary care. Ambulatory care at the community level is delivered through a network of 343 health centers. Secondary and tertiary cares are offered via 23 government hospitals and the teaching hospital of the University of the West Indies, with a combined capacity of 4,802 beds". 3 Hospitals are classified into categories A, B, C, and specialist, depending on the level of complexity of the services offered. There are three Type A hospitals, four Type B hospitals, 11 Type C hospitals, and six specialist hospitals. Type A hospitals are mostly situated in urban areas, and provide inpatient and outpatient services, as well as support referrals from types B and C facilities (found in rural areas), of which there are currently 11 in the country. There are currently six specialist hospitals. 3 Approximately 38% of the population utilizes the public sector for ambulatory care, 57% uses the private sector, and 5% uses both sectors. 3 Modern health care systems in Jamaica are seeking to adopt a more client-oriented approach to the delivery of health care. With this paradigm shift, patient satisfaction and quality of life are becoming increasingly important among the more traditional clinical outcomes in the monitoring and evaluation of health care delivery. 4 Furthermore, patient acceptance and satisfaction with care has only recently received attention in the medical literature. 5 Satisfaction of users of health care services is a quality-of-care indicator employed to evaluate healthcare and to identify, from the user perspective, aspects of services that can be improved; it also serves as a method to conduct comparative analyses of health care programs. 6, 7 Satisfaction is multifaceted, and reflects the experiences, expectations, and preferences of users with regard to different components of the health care process, such as access, facilities available, interpersonal relationships, and technical quality. Satisfaction is influenced by user characteristics including gender, age, socioeconomic status, and comorbidity, and by the outcomes achieved by health care, principally expectation fulfillment. 8, 9 In addition, satisfaction has an effect on user behavior. Specifically, individuals who are satisfied with their health care are more likely to comply with treatment regimens and be more willing to continue visiting the same doctor in the same institution. 10, 11 Patient satisfaction is usually assessed from questions designed to measure satisfaction with services provided at health care facilities and by all categories of staff (clinicians, nursing personnel, and allied health care staff ). 12 In both developed and developing countries, the incidence and prevalence of chronic diseases is showing a steady increase, and Jamaica is also facing a growing demand for care of patients with chronic conditions. 13 The Jamaican government has been undertaking various steps to reform its health care system. Some of them include decentralization, integration of services, setting quality assurance standards, better cost-sharing, improvement of efficiency, fostering of public-private partnerships, and equity. The main agenda behind these reforms is that the health care services provided should better match the current demands of the Jamaican people and should make the available resources much more efficient. The ultimate goal of health services in Jamaica is to improve and maintain the health and functional capacity of the population served. 13 With the increase in demand from patients who value patient-centered doctors, together with the rise of consumerism in medicine, health service research on the doctor-patient relationship has become an important area of interest for both medical researchers and administrators alike. The satisfaction of patients in developing countries, such as Jamaica, is an unexplored area. Josephs and Nichols examined patient satisfaction and quality of life among persons attending chronic disease clinics in South Trinidad. 14 They found that approximately two-thirds of participants gave health and support staff a rating of good to excellent; 53.5% and 58% gave a poor to fair rating for length of waiting time and explanation offered when there was a significant delay in the starting times of clinics, respectively. 14 Gender comparative studies reveal that men are less likely than women to go to the doctor for physical and mental health problems and to have a usual place of health care. 15, 16 It is with this understanding that the authors sought to explore patients' self-rated health and satisfaction among middle-aged and older men in the parish of St Catherine, Jamaica. The study also aimed to determine what, if any, correlation exists between self-rated health, employment, and life satisfaction, and also between income of respondents and their satisfaction with health care providers.
Methods sample
The current study is based on the dataset taken from a survey that was conducted in 2007 of older men (aged at The Statistical Institute of Jamaica (STATIN) maintains a list of enumeration districts (ED) or census tracts. The parish of St Catherine was chosen because previous data and surveys by STATIN suggested that it has a mix of demographic characteristics (urban, rural, and age composition) which is representative of Jamaica. The parish of St Catherine is divided into a number of electoral constituencies made up of a number of ED. The ED in the parish of St Catherine provided the sampling frame, and the sample size was determined with the help of STATIN. The 162 ED in the parish of St Catherine provided the sampling frame. The ED were listed and numbered sequentially, and selection of clusters was arrived at by use of a sampling interval. Forty ED (clusters) were subsequently selected, with the probability of selection being proportional to population size. Using STATIN and C-Survey computer software, it was determined that 50 older men in each ED would be interviewed, yielding a sample size of 2000.
The parish of St Catherine had approximately 233,052 males (preliminary census data for 2001), of which number 33,674 males were aged $55 years. STATIN maintains maps with ED or census tracts which include the selected ED and access routes, and have references to the selected site of a starting point household within each ED. The starting point was determined by randomly selecting a household with a man aged $55 years from the list of persons in the ED. The requisite number of interviews for each ED was completed.
Where the selected household was found to be subsequently devoid of an older man (due to outmigration or death), an adjacent household was canvassed. Where households had a man 55 years and older as a resident and he was not at home, the interviewer returned within two days. In households where there was more than one man $55 years, all were included in the survey.
Instrument
A 132-item questionnaire was used to collect the data. The instrument was subdivided into general demographic profile of the sample, past and current health status, healthseeking behavior, retirement status, and social and functional status. The overall response rate for the survey was 99% (n = 1983). Data were stored, retrieved, and analyzed using SPSS for Windows, version 16.0 (SPSS Inc., Chicago, IL).
The questionnaire was subsequently developed to collect data for a Doctorate of Philosophy in Public Health for one of the authors. It was pretested for clarity and appropriateness, and any necessary adjustments to be made, by the Health Centre at the Department of Community Health and Psychiatry, The University of the West Indies. The final instrument was formatted into a booklet for easier handling.
Measure
The variable of happiness was measured based on self-reports of those men interviewed. It was a Likert scale question, ranging from always to rarely happy. The variable of selfrated health status was measured using men's self-rating of their overall health status, ranging from excellent to poor. The question asked was "How would you rate your health today?" The options were excellent (1), good (2), fair (3), and poor (4). In evaluating educational level, the question asked was "What is your highest level of education attained?" The options were no formal education (1), basic schooling (2), primary school/all age (3), secondary/high/technical school (4), vocational, ie, apprenticeship/trade (5), diploma (6), undergraduate degree (7), and post-graduate degree (8) . In assessing childhood illness, the question asked was "Were you seriously ill as a child?" The two options were yes (1) and no (2) . An additional question was "Were you frequently ill as a child?", for which the options were yes (1) and no (2) . If the response to either question was "yes", this was coded as poor childhood health status and if the response was "no" in both cases, it was coded as good health status in childhood. Age was categorized into three subgroups, ie, 55-64 years, 65-74 years, and $75 years.
The variable is measured based on self-reported happiness. [17] [18] [19] This operationalization is based on a basic indicator proposed by Diener, 20 including a more emotional component referring to happiness. The question that was asked was "Taking all things together, how happy would you say you are?".This was a Likert scale question, ranging from high to low happiness. In terms of life satisfaction, Diener 20 had proposed that happiness includes emotional components and also a more cognitive component referring to life satisfaction, taking into consideration the question "All things considered, how satisfied are you with your life as a whole nowadays?" The variable of health status was measured using self-rated overall health status according to Kahneman and Riis, 21 ranging from excellent to poor health status. The variable used in this study for health status was a binary one, ie, whether or not the person had good to excellent or poor health status.
Patient Intelligence 2010:2 submit your manuscript | www.dovepress.com
Dovepress

Patient satisfaction was assessed by questions designed to measure satisfaction with services provided, facilities, and staff. Participants were asked to rate quality of health care services, condition of the facility, and performance of categories of staff (ie, doctors, nursing personnel, and community aides) using the Likert scale of excellent, very good, good, moderate, poor, and very poor. The questionnaire covered aspects such as whether or not the respondent had sought medical advice in the previous 12 months, how soon had the respondent sought medical care after the onset of illness, did the respondent understand the advice given by the health care provider, how knowledgeable was the health care provider; and the extent to which the health care provider contributed to improving their health.
ethical approval
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statistical analysis
For the current study, descriptive statistics were employed to provide background information on the sample, and Chi-square was used to examine nonmetric variables. A P value less than 5% (two-tailed) was used to indicate statistical significance. There were two exclusion criteria: one, in the event that a variable had more than 20% of cases missing; and two, collinearity. In addressing collinearity (r . 0.6) the aim was to enter variables independently in the model to determine which one should be retained during the final model construction. To retain or exclude a variable from the model, this was based on the variable's contribution to the predictive power of the model and its goodness of fit. Table 1 presents the sociodemographic characteristics of the sample. The sample had 2000 men aged 55 years and older. Of those who were employed, the majority were tradesmen (46.8%) compared with professionals (administrators 24.0% and technical 14.3%), clerks (7.6%), and service workers (7.3%). Seventy-four percent of the sample indicated at least good self-rated health status (excellent, 19.0%). Almost 46% of the sample had visited a doctor in the last five years (31.6% within the previous 12 months, 39% in 12-35 months, and 29.4% in 36 months and over). Only 34.7% of the sample indicated that they visited a doctor at the onset of an illness. Most of those who sought medical care did so immediately after (52%), 2-7 days (41.2%), 1-3 weeks (1.8%), or four 
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Dovepress mellitus (6.5%), arthritis (1.0%), asthma (0.3%), and others (5.9%). Only 34.5% of the sample had ever undergone a prostate cancer screening examination.
The majority of the sample indicated that they were rarely depressed (56.9%), 2.5% were always depressed, and 34.3% were depressed sometimes. Only 24% of the respondents were rarely happy, and 4.5% indicated always. Almost 33% of the sample was rarely satisfied with life, 3.5% indicated always, and 33.7% said sometimes.
Forty-seven percent of the sample had sought advice from a medical provider in the last 12 months, 14.1% understood the advice of the doctor, community health aide (19.9%), pharmacist (15.4%), nurse (2.1%), or nurse aide (4.6%). In terms of the level of satisfaction received from health care providers, respondents gave a rating of "very good" for community health aides and pharmacists, while "good" was highest among nurses and medical doctors, who also received a rating of "very poor" (see Figure 1 ). The respondents indicated that community health aides contributed more to improving their health status (43.4%) compared with other health care providers (nurses 34.8%, doctors 17.5%, and herbalists 3.7%). Six percent of the respondents indicated that they did not like their doctor, 31.7% indicated that their doctor was hospitable, 4.2% reported that the their doctor was knowledgeable, 36 .4% reported that the waiting time to see the doctor was too long, and 17.5% indicated that the physical milieu was poor. Utilization of the health care system by respondents comprised health centers (32.1%), private doctors (31.0%), public hospitals (18.8%), private hospitals (17.3%), herbalists (0.1%), and health institutions abroad (0.1%).
Respondents who were happier and had greater life satisfaction were more likely to have visited a doctor in the previous 12 months ( Table 2 ). Males who resided in rural areas were more dissatisfied with life (35.9%) than urban males (29.8%). Males who owned their own homes (31.3%) had better self-rated health status compared with those who did not (9.9%). There was moderate self-rated health status for those who do not own their homes (36.2%) and those who owned their own homes (11.4%; χ 2 = 222.7, P , 0.0001).
There was a significant statistical association between self-rated health status and employment category (χ 2 = 81.0, P , 0.0001). Respondents who were employed had greater self-rated (excellent) health status (28.3%) than those who were unemployed (8.3%) or retired (18.2%). Furthermore, respondents who had secondary or postsecondary (42.1%) and tertiary (35.1%) level education had higher self-rated health status than those without formal (17.7%) and primary (17.3%) education (χ 2 = 88.4, P , 0.0001).
There was a significant statistical relationship between satisfaction and income category of respondents (Table 3) . Respondents in the low-income category were more satisfied with the service of doctors and nurse aides, while respondents in the high-income category were more satisfied with community aides and pharmacists.
Discussion
This study found that approximately half of the respondents had visited a doctor in the previous five years compared with less than one-third in the last 12 months and approximately two-fifths in the previous 12-35 months. Furthermore, respondents aged 55 years and older indicated that they had mostly noncommunicable diseases, such as prostate and other cancers, kidney disease, hypertension, heart disease, benign prostatic hyperplasia, diabetes mellitus, and arthritis. 
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The level of satisfaction with health care providers and the overall quality of service was fair, although there were aspects of the health care service that was rated from moderate to poor. These findings are consistent with those of other studies showing that patients with chronic conditions were dissatisfied more frequently. 22 The fact that these were patients with chronic conditions and dissatisfied deserves attention, because they use the health services regularly, and their satisfaction can influence their contribution to their own disease management, which is important for optimal control of their conditions. Patients with chronic conditions receive long-term care and this should be reliable, regular, and coordinated among different health care providers. In this study, the majority of men indicated that they were rarely depressed, approximately one-third were depressed sometimes, and almost the same number were rarely satisfied with life or sometimes satisfied with life. These results are lower than values obtained for self-rated health status. Approximately three-quarters of the respondents indicated at least good self-rated health status, with approximately one-fifth indicating excellent health. Interestingly, the study showed that men who were happier and had greater life satisfaction were more likely to have visited a doctor in the previous 12 months. Studies have shown that patients with negative self-rated health were at greater risk for dissatisfaction with health care. 23 Most of the men in this study had chronic noncommunicable diseases, and a chronic condition is related to negative self-rated health and at the same time, patients with such conditions tend to perceive health care as unsatisfactory. 24, 25 Positive self-rated health is related to better functional and physical states. 26 Therefore, keeping the disease under control in a patient with a chronic condition is crucial for a positive perception of self-rated health. Given that in this study approximately three-quarters of respondents indicated at least good self-rated health status, with approximately one-fifth indicating excellent health, it is possible that there are factors other than their self-rated health status that may have contributed to the low level of satisfaction among respondents. It is possible that there were respondents in this study who had more than one illness, and would be more likely to express their dissatisfaction with the quality of care received from their health care providers. Poor subjective quality of life among persons with multiple illnesses has been found in a number of studies, and suggests the need for regular monitoring and evaluation of those at increased risk for poorer perceived health. These become more important when it is realized that subjective quality of life can predict morbidity and mortality. [27] [28] [29] Some organizational characteristics can cause dissatisfaction among patients. The main problems are related to cleanliness of the facilities and administrative procedures. Nearly one-fifth of the respondents indicated that the physical 
milieu was poor and just over one-third indicated that the waiting time to see a doctor was too long. Registration of patients, opening of a clinical chart for a newcomer, and dispensing of medication by pharmacists are all procedures that may take longer than expected and sometimes cause dissatisfaction. Furthermore, health care in Jamaica is free to all citizens and legal residents at government hospitals and clinics, and includes prescription drugs. However, one of the drawbacks to free health care is long time lines with no appointments accepted by physicians. In addition, some rural public hospital and clinics are without their full quota of doctors and other health care providers. In this study, one-third of respondents visited health centers and just under one-fifth visited public hospitals. The long waiting times experienced by some respondents at these public health care institutions may have contributed to their dissatisfaction with the quality of health care offered by the state. This is consistent with reports from other developing countries. 30 Therefore, attention to both elements, ie, the doctor-patient relationship and organizational arrangements, are essential to improve patient satisfaction. Improvement of the doctorpatient relationship relies heavily on the attitude of doctors, whereas the improvement of organizational arrangements is the responsibility of managers. In this study, we found a positive statistical association between life satisfaction and frequency of doctor's visits, indicating that low satisfaction with health care providers may result in fewer patient visits for health care. Informing patients about different aspects of their health and about the care they need are very important for those with chronic noncommunicable conditions. Also, treating patients as coparticipants in the process of decision-making has been repeatedly emphasized as an important patient right. 31 When patients are well-informed and participate in treatment decisions, their anxiety decreases and their therapeutic adherence improves, thus increasing the chances of getting better health outcomes. 32 Nevertheless, this critical component of communication is badly neglected by doctors. 33 In a study by Doubova et al one of the most frequent prescription errors in ambulatory patients over 60 years of age with nonmalignant pain syndrome was that family doctors failed to provide instructions to the patients about how to take the prescribed drugs, and did not inform them of possible adverse effects. 34 From our perspective, close doctor-patient communication is the backbone of health care, and enables the doctor to become familiar with the condition of the patient and to place treatment in a better context and permit more comprehensive disease management. Nevertheless, we found that approximately one-half of respondents had visited a doctor in the previous 12 months and only approximately one-eighth understood the advice given. This was slightly higher for community health aides and pharmacists. It is important to note that many patients did not understand the advice given by nurses or nurse aides. It is also likely that the doctors used technical medical terms and abbreviations which are like a foreign language to many patients, given the context of this study in which only 6% of the respondents have post-secondary or tertiary education.
Patients have two basic needs at a medical consultation, ie, a need for medical information and instruction, and a need for emotional support and reassurance. 35 These needs correspond with instrumental behavior for giving information and advice, and affective behavior for showing concern and giving emotional support. 36 It may be hypothesized that, at first, a patient's uncertainty and anxiety requires emotional support and attention from the doctor, whereas, in subsequent visits, patients might need more medical or technical information to apply treatment effectively. Adequate management of the condition is likely to require doctors to respond to these changing needs accordingly, by shifting their communication style. 37 In our study, it is likely that doctors failed to give the necessary information to their patients, and this may account for just 4.2% of doctors being deemed knowledgeable by the respondents. This may affect their subsequent visits to that doctor. Furthermore, it is reported that men in Jamaica have not fully accessed and utilized the health care services provided by the government. 38 In a Jamaican study by Figueroa et al significantly (P , 0.0001) more men (86/463, 18.6%) than women (40/927, 4.3%) had never had their blood pressure taken by a health professional. 38 In this study, just over one-half of respondents reported that they sought medical care at the onset of illness, while just over two-fifths indicated that they did so within 2-7 days.
Doctors often do not give adequate consideration to the patient's feelings or desires regarding the illness or condition being treated. Patients, on the other hand, often assume a doctor may know things about their condition when he or she actually does not. In a study by Jackson et al involving 500 patients who were seen by 38 primary care clinicians for physical symptoms, aspects of patient-doctor communication, such as receiving an explanation of the symptom cause, likely duration, and lack of unmet expectations, were found to be the key predictors of patient satisfaction. 39 In this study, most of the respondents reported that the community aides contributed more to improvement in their health and therefore greater satisfaction than nurses and doctors. Furthermore, just over three-tenths indicated that their doctors were hospitable. It has been shown that the doctor's attitude towards patients, his or her ability to elicit and respect patients' concerns, provision of appropriate information, demonstration of empathy, and development of patient trust are the key determinants of good compliance with medical treatment in patients. 40, 41 The potency, evaluative, and activity images patient has in mind about their doctors are positively related to their age and the length of time they have been seeing a particular doctor. These images are negatively related to the educational level of the patient. More educated patients do not have as desirable an image of the doctor as do less educated patients. Older patients and those who have been coming to the doctor longer apparently have more desirable images of the doctor than younger or newer patients. Conversely, older patients may have more trouble understanding the doctor than do younger ones. Furthermore, older patients may feel they do not get enough opportunity to communicate with the doctor, especially in the public health care system in Jamaica, where health care centers and hospitals, especially in rural areas, are overcrowded and doctors are unable to spend adequate time with patients. In addition, older patients, like the men in this study, the majority of whom were over 65 years and had less than secondary education, may present more communication-related problems for the doctor than do younger patients. Older patients understand less and are prone to frustration because of this. These older patients seldom feel they get enough chance to talk to the doctor and tell him or her what they want, although they think well of the doctor mentally.
According to Wilks et al 42 Jamaican males with tertiary education were the least likely to smoke cigarettes or marijuana and take illegal drugs, but were more susceptible to alcohol consumption. They further argued that postsecondary school level males were more likely to use a seat belt when being front-seat passengers in a motor vehicle. Lifestyle practices of educated males contributed to better health than those of less well educated cohorts. 42 Well educated patients present some specific negatives to the doctor in the process of building a relationship. Presumably, because of their training and reasoning ability, more educated patients can detect flaws and coverups in the doctor's communication with them. They may feel that the doctor is not "leveling" with them. 43 More educated patients may be able to detect flaws in doctorpatient communication than can less educated patients. This could contribute to patient dissatisfaction. Because of this, the doctor's image suffers, and this increases their dissatisfaction. In this study, approximately 6% of patients have postsecondary or tertiary education. However, an interesting finding is that respondents in the high-income category were more satisfied with community aides and pharmacists than with doctors and nurses. A high percentage of these persons were skilled professionals and like those who were more educated, were likely to expect more from doctors compared with their low-income counterparts, and hence their likely dissatisfaction.
Approximately one-third of the respondents visited private medical practices, while just over one-sixth visited private hospitals. Doctors, when dealing with patients in the office, will build a stronger, more credible relationship with their patients. Most of these private patients will more likely see the same doctor on subsequent visits, so background information on the patient is very important in the relationship-building process because the doctor may gain credibility over the years and is perceived to communicate better. Patients also think more favorably of the doctor the longer they come to see him or her. How often they see the doctor is unimportant in the relationship, and hence the higher level of satisfaction. 6 Patients who visit their doctors in private practice and those who visit a private hospital will be likely to spend more time with the doctor compared with those who visit public health institutions. With more time, it is likely that the doctor may communicate better with the patient, laying a firm foundation on which a significant, meaningful, and mutually satisfactory relationship can be built. Therefore, it is likely in this study that more private patients had greater overall satisfaction than public patients.
One of the main shortcomings of this research was that the data were collected by questionnaire rather than by direct measurement of the variables of interest. Perhaps some actual measurements of time spent with the clinician and communication effectiveness would have yielded further results. Despite this limitation, it has been established that surveys and interviews can be utilized successfully in order to ascertain information from patients on health care delivery, attitudes towards health care professionals, areas that need improvement in the health sector, and how to use these responses to improve patient and quality care. [44] [45] [46] Patients are more than lower-level animals in experiments, and so in order to improve their health outcomes effectively, their views are critical in the health care feedback and implementation process. A study by Vingerhoets et al 47 in efforts to improve quality of health care. However, the researchers 47 considered that using patient evaluation in the feedback process of quality care is but one component, which supports the viewpoint of Wilcock et al 48 that patients' views should be incorporated in health care modernization. If the health care industry is genuinely seeking to deliver on its mandate of improving health care and quality of care, quality improvements must be done within the context of incorporating patients' intelligence, satisfaction, and dissatisfaction in health care deliverables.
Conclusion
There are some interpersonal and organizational situations that reveal dissatisfaction among patients with chronic conditions receiving care from both public and private health care institutions in Jamaica. Negative self-rated health, perceived lack of knowledge on the part of doctors, and lack of understanding of advice from health care providers, are just some of the factors associated with dissatisfaction of patients with chronic conditions, and these are among the factors explaining low patient health care utilization. Based on these findings, there is the need for improved communication between health care providers and patients. Strategies employed should incorporate the ideas or health beliefs of the patient, and go beyond merely giving instructions. Responding to the need for satisfaction in patients with chronic conditions is important in improvement of the quality of the services that are most important to them. Therefore, better management of patients with chronic conditions by doctors is desirable, as are institutional changes that enable doctors to provide longer consultations. Consultancy time must be about communicating with the patient, and not using medical jargon which satisfies the medical profession but fails to reach the patient. The outcome of medical care is the improvement of health and not the utilization of jargon, more healthcare providers and health care facilities that are distant from having a change in unhealthy practices of patients as well as lowing health conditions. This study has shown that patient intelligence has not been taken into account by health care professionals.. Therefore, conducting research in this area may help clinicians, educators, and health service administrators to understand better the doctor-patient relationship and communication that is unique in our culture and social setting. This may provide a framework and foundation from which further studies on effective intervention aimed at improving the doctor-patient relationship can be conducted. This is a particularly important issue for medical doctors and other health care providers.
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